factors can be stabilized by an environment which provides occupation, interest, recreation and activity as long as possible. Specific psychotherapy for acute reactive syndromes is essential. In most cases the need is for simple suggestian, encouragement, explanation, reassurance and re-education.
is essential. In most cases the need is for simple suggestian, encouragement, explanation, reassurance and re-education.
(3) Any clinical trial of the action of a drug on the Parkinsonian state requires an extensive and accurate study of the patient in his environment vith his symptoms as well as his physical signs.
It is not without interest to reflect on the strategic advantage the family physician has in executing such a broad programme of treatment. Most of the patient's troubles could have been more conveniently managed by him than bv the hospital clinic. Only the problems of doubtful diagnosis and severe neurosis and psychosis required the special experience of a consultant.
Contrecoup Lesions in the Relatively Severe Craniocerebral Injuries By Major 0. W. STEWART, R.C.A.M.C.
IN the past three years, 798 craniocerebral injuries have been admitted to the neurosurgical service of our hospital, excluding gunshot wounds. I would like to discuss briefly one group of contrecoup lesions that have been studied in this number.
The very nature of contrecoup lesions serves to emphasize the widespread extent of the injury.
In the following cases the contrecoup lesion in each instance wvas, to gross inspection, localized and moderately well demarcated; the presence of more diffuse bult less severe injury could be deduced by clinical and, in some cases, pathological evidence. The reparative processes of these more extensive lesions may, however, be influenced by the more local lesion, if it continues to cause pressure on the surrounding brain or is responsible to a significant degree, for increased intracranial pressure.
Such a condition materially affects the surgical rationale.
From a large number of post-mortem studies, Courville has deduced that when a projected head strikes on its side, the major contusion is a contrecoup one affecting the opposite temporal lobe. In these, adjacent portions of the frontal and parietal lobes may also be involved. When the blow is to the occipital region, contrecoup lesions of the frontal lobe is the rule. If the blow is to the left occipital region, the right frental lobe suffers. Coup or direct lesions of the occipital lobes in such a case, in his opinion, are rare without a depressed fracture. When the blow is directed to the frontal region, Courville found direct contusions of the basilar surface of the frontal lobes but no instance of a contrecoup lesion of the occipital lobes.
From the study of our own cases-those with striking and localized cortical damage undeniably contrecoup in character-it seems most likely that the same mechanism must be responsible for some degree of damage in the majority of all closed head injuries. In some of the less severe ones, the generalized concussion or contusion is so slight that the signs and symptoms of the more localized contrecoup lesion may be manifested. Where there is severe generalized damage with marked disturbance of consciousness, the more delicate picture of the focal lesion is masked. Only in a certain group of these cases wherein the contrecoup lesion is relatively localized is surgical treatment of real value. In these, the history, clinical findings and chain of events show striking similairities.
Here are two examples of contrecoup frontal lesions:
The first case was a 29-year-old soldier, first seen in another hospital. He was slightly inebriated and about thirty minutes before admission had received a blow on the right occipital region. He was conscious, had walked in complaining of hea'dache, was very restless but co-operative. He was transferred to our hospital seven days later when he was confused, restless, and incontinent. Motor, sensory and reflex examinations did not point to a localized brain contusion or compression. X-rays showed a linear fracture in the right occipital bone beneath the site of the blow. The pineal gland was well calcified and was displaced tdWards the right side a distance of 7 mm., and displaced downwards 1 cm. During an lWur's observation, his condition deteriorated and he was explored. A small left subtemboral decompression was made and beneath the dura a solid subdural clot about 3/8 in. thick was found. This was sucked and syringed out. Frontal and posterior parietal burr holes were then made and at each site there was a thin subdural clot. It was felt at the time that no more should be done, although the size and amount of the clot did not seem sufficient to account for his condition. For the following twenty-four hours he remained drowsy but did not change greatly. On the second day following operation, his condition deteriorated, and he suddenly expired. MAY-NEUR. 2
The post-mortem examination revealed a very large, solid, subdural haematoma surrounding the left frontal pole and beneath the left frontal lobe. There was clotted blood extruding from a laceration in the cortex and the brain adjacent to the hamatoma and laceration was soft and friable. Had we been aware of the nature of this lesion, a frontal flap would have been turned down at the first and the entire lesion could have been dealt with. Such a procedure would undoubtedly have saved his life. His clinical course for the first seven days following the injury made it reasonable to assume that the amount of generalized brain injury was small in comparison with the local contrecoup injury.
We have now operated on 21 similar cases. In 4 the contrecoup lesion was in the frontal lobe following an occipital injury. The remainder involved the temporal lobes with adjacent frontal or parietal lobe injury in a few.
Here is another similar case:
A 20-year-old member of the W.A.A.F. was thrown from her bicycle, striking the right occipital region. She was unconscious for five or ten minutes but on admission to another hospital about forty-five minutes later was conscious but mildly confused and restless. There was a contusion of the right occipital scalp with a small superficial laceration in its centre. She was transferred to us three days later. Then, she was drowsy but easily roused. She complained bitterly of headache and her talk anid reactions were somewhat facetious. In addition to the contusion and superficial laceration of the right occipital scalp there was some slight discoloration behind the right mastoid and bljod behind the right tympanic membrane which had not ruptured. There was bilateral papilloedema. The only other abnormal neurological sign, apart from the facetiousness, was an extensor response to plantar stimulation on the right and diminished right abdominal reflexes. Lumbar puncture pressure was 350 mm. X-rays did not show a fracture but did show the pineal gland to be displaced slightly to the right of the mid-line and at the extreme posterior limits of the normal position. It was strongly suspected that she had a contrecoup laceration of the left frontal lobe with associated subdural clot and local oedema. However, inasmuch as her condition was fairly good, it was decided to wait and observe her further. During the next three days she seemed to improve slowly. She was less drowsy and was more coherent in her conversations. Despite this, her spinal fluid pressure remained elevated and the reflex changes persisted. During the evening of the sixth day following her injury, she complained more bitterly of headache, became very confused, getting in and out of bed and, for the first time, began voiding involuntarily. She was taken to the operating room and through a small left f-rontal bone flap the dura was found to be extremely tense with bluish discoloration beneath it. Almost the entire left frontal pole was softened and there was a fairly large solid clot over its surface and beneath it. The frontal pole was removed by irrigation and gentle suction, together with the clot. Following this the brain began to pulsate freely which it had not done before and the remaining portion of the hemisphere that was visible in the field became quite slack. Following operation she steadily improved with no evidence of elevated intracranial pressure clinically and this was supported by several lumbar punctures. The papillcedema subsided, the facetiousness disappeared and her discharge examination revealed no abnormal neurolo#tal findings. All tests failed to show any evidence of mental deterioration.
I will now describe two cases of contrecoup temporal lobe damage. The. frst cf these was admitted a few hours following a motor-cycle accident. He was conscious though drowsy. Cranial nerves were normal except for a slight left peripheral facial palsy.
All reflexes were normal. The X-rays showed a linear fracture involving the frontal, temporal and parietal bones entering the mastoid cells on the left. The pineal gland was calcified and shifted 2.5 mm. to the left of the mid-line (towards the fracture). In the absence of any abnormal ,neurological signs and considering his state of consciousness, it was felt that he should be observed further, despite the fact that the pineal gland was displaced. CEdema of the hemisphere alone may and does displace the pineal. He was re-examined frequently for any change, bearing in mind the likelihood of a contrecoup lesion. The mental state improved and all signs remained unchanged until seven days after the injury when he became drowsy and complained bitterly of right frontal headache. Then, his pupils were equal, the retinal veins were full, the left ankle-jerk was increased over the right, the left abdominal and cremasteric reflexes were diminished. Plantar stimulation on the left gave an extensor response, on the right-a flexor response.
Cerebrospinal fluid pressure was 290 mm. Operation revealed a laceration of the temporal lobe with some localized softening and a large subdural clot covering the temporal pole and the middle fossa beneath the temporal lobe. This patient has made an excellent recovery.
A second case presented the typical contrecoup temporal lobe lesion but was associated with considerable direct trauma to the brain on the side of injury due to a depressed fracture and the total injury was extensive. He was admitted soon after a motor-cycle accident. There was a comminuted and depressed fracture of the right parietal bone. The pineal gland was not seen. He was semiconscious with spasticity of all four extremities.
At operation extensive damage to the right parietal cortex was found. The fragments were elevated and a large decompression left. He gradually improved for the next ten days. The decompression then began to bulge and he became much drowsier with new objective signs which pointed to a lesion of the left cortex. A small needle was passed into the right lateral vehtricle through a small stab wound in the scalp at the upper margin of the bone defect. 30 c.c. of fluid under pressure were withdrawn and 20 c.c. of oxygen injected. X-rays following this procedure showed a marked shift of the ventricles toward the side of fracturing and initial operation (right).
The left side was explored and the typical lesion found and removed. His pressure from then on remained normal and he slowly improved but was left with very severe cerebral impairment which was known to be present from the outset.
SUMMARY AND CONCLUSIONS
In this discussion the possibility of contrecoup damage in closed head injuries is emphasized.
The consistency in relationship between the site of the blow and the site of maximum cerebral damage has been borne out by post-mortem and clinical observations with occasional individual variants.
It is therefore important to determine, whenever possible, the point of imipact on the skull. If local scalp lesions or a definite history do not give this information, the fracture line, when present, gives a rough location. In the majority of cases objective signs of focal damage are not evident.
The cases described are typical of a small group out of the total number of closed craniocerebral injuries. In our series-22,out of 798 present qimilar. problems in gross pathology, diagnosis and treatment. In them the predominantly localized lesion of either the temporal or frontal lobe, after a period of from five to ten days, begins to act as a rapidly expanding space-occupying lesion by exerting local pressure on the brain adjacent to it and causing generalized increased intracranial pressure. This is not due to continued haemorrhage. The diagnosis depends first on an awareness of this type of lesion and the mechanism by which it is produced, with careful, and repeated clinical examinations. Ofttimes the first sign will be a change in the level of consciousness, which in several of our cases was recognized initially by the Sister. This alteration in the patient's course usually occurs between the fifth and tenth day after the injury.
The X-rays are valuable in demonstrating a fracture line and displacement of the pineal gland when that structure is sufficiently calcified to be visible. Occasionally it may be desirable to visualize the ventricles with oxygen.
The surgical treatment is removal of the damaged area lesion, thereby giving an internal decompression as well. This removal of destroyed brain tissue and blood clot relieves immediately the pressure on the viable but injured adjacent cortex and reduces the generally increased intracranial pressure, which, with its vicious side effects, is the arch-enemy of brain healing. [February 3, 1944] Venous Thrombosis in the Central Nervous System By J. PURDON MARTIN, M.D.
VENOUS thrombosis affecting the central nervousr. system is evidently very much less common than it used to be. MacEwan in his classical work on pyogenic diseases of the brain written fifty years ago stated that venous thrombosis was more common within the cranium than in any other place in the body. Two groups of cases were recognized -"marantic" (or wasting) and infective; Gowers, *hA knew. everything in clinical neurology, recognized also a group occurring in the puerperal state. Septic sinus thrombosis is much more widely known than aseptic. In the septic type of case the clinical picture is composed of three or four groups of symptoms: Those due to the infective state, those due to obstruction of the sinus involved and those resulting from veins draining into it, and perhaps also local signs at the site of the original infection. In the aseptic case, however, we have a better opportunity of recognizing the effects of thrombosis of sinuses and veins in their purity. The picture which results is often compounded of the signs and symptoms due to the obstruction of a sinus and those due to thrombosis of veins draining into it. However the,se groups are not necessarily combined. Sinuses may thrombys-vwithout thrombosis occurring in their entering veins, and veins may thrombose without the occurrence of sinus thrombosis or obstruction.
